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In the case here reported there is no primary cardiovascular disease to account for the pulmonary hypertension. Systemic hypertension exists but has not given rise to left auricular enlargement.
No previous reference has been found to vocal cord paralysis in cases of asthma associated with cor pulmonale. In 15 autopsied cases of asthma reported by Schiller et al. (1943) there is no mention of it. 4 of these cases had cor pulmonale and right heart failure.
The view is put forward, on the basis of this case, that pulmonary hypertension, secondary to bronchitis and asthma, can lead to left recurrent laryngeal nerve paralysis.
recently he complained of slight tiredness and breathlessness and occasional headaches; he had a transient right arm monoplegia and aphasia a week before admission.
On examination, B.P. was found to be 240/140, there was some left ventricular enlargement, the retinal vessels were normal, trace of albuminuria, renal function otherwise normal. L.V.P (Fig. 1 ) showed downward displacement of left kidney by a mass containing calcified At operation for left thoracolumbar sympathectomy on 16.10.50 by Mr. R. H. Boggon a tumour of the left suprarenal about 3 in. in diameter was found. B.P. rose to 300/180 on manipulating this, after its removal B.P. fell to 70/50. Intravenous noradrenaline was given for the next three hours, after which time B.P. became stabilized at about 120/90 and subsequently remained at about 140/90 until discharge from hospital on 4.12.50. It is suggested that noradrenaline as used in this case may help to make successful -a difficult operation. Recovery was delayed by paralytic ileus, deep vein thrombosis in the left leg and wound infection with development of a sympathetic left pleural effusion.
The tumour, which weighed 350 grammes, was found microscopically to be a pheochromocytoma of the adrenal medulla; analysis showed it to contain 85 micrograms of adrenaline and 825 micrograms of noradrenaline per gramme of tissue. There was an area of mucoid degeneration and calcification in the tumour.
On 31.1.51 the blood pressure was 145/90 after lying down.
Comment.-This case shows certain features suggestive of phaeochromocytoma as the cause of a fixed hypertension, particularly in the attacks of sweating and pallor, the rather labile B.P. with its unexpected rise under sodium amytal, the tachycardia and slight pyrexia, and the abnormal X-ray.
Besides the features described above, there are a number of investigations which may be useful to help establish the diagnosis, particularly if as many as possible of them are done in likely cases, so that their value can be more clearly assessed with further experience.
(1) The cold pressor test often fails to show a rise in B.P. in the presence of a phaeochromocytoma.
(2) Postural hypotension is frequently present.
(3) The benzodioxone test; this substance is used as an adrenergic blocking agent, causing a fall in B.P. if the hypertension is due to circulating adrenaline or noradrenaline from a secreting tumour.
(4) Estimation of renal pressor substances in the urine is useful if the necessary facilities are available.
(5) Metabolic rate and blood sugar studies may give indications of higher metabolism. The prospects of successful surgery are now such that it has become important to investigate each hypertensive carefully to find the few in whom the presence of a phaeochromocytoma offers a bright hope of cure.
Dr. A. Elkeles: Dr. Richardson's case showed a calcified opacity above the left kidney, which brings to my mind a similar case presented at this Section three years ago as a probable tuberculoma of spleen and benign hypertension. This patient, a male aged 44, had an accident in 1940, in which he fractured his left lower ribs. In 1947 when he complained of tightness in upper abdomen, a mass could be felt below the left costal margin, which was considered to be a large spleen. His blood pressure was 240/100. Radiographs of abdomen showed speckled calcifications and calcified cystlike shadows in left upper abdomen. I.V.P. was normal but there was slight downward displacement of the left kidney. During the discussion I suggested that the calcified shadows might be the result of subcapsular hemorrhage of the spleen, caused by the patient's severe injury to the left lower chest wall.
By chance I heard of this patient, when he was readmitted to hospital in 1950. The mass in the left upper abdomen had grown considerably. An operation was performed and a large calcified suprarenal tumour was found.
It is probably more than a mere coincidence that in Dr. Richardson's as well as in this case calcification above the left kidney was seen in suprarenal tumours. It is, therefore, suggested that calcifications seen in the left or right upper quadrant of the abdomen, when associated with hypertension, may be of value in the diagnosis of suprarenal tumours. 
